from transcranial magnetic stimulation was that the patient's facial palsy was secondary to his intramedullary tumour and not Bell's palsy. At surgery, the glioma involved the left abducens nucleus and motor fibres of the facial nerve as they looped around the abducens nucleus.
Discussion
This study demonstrates that magnetic stimulation can be used to evaluate proximal facial nerve conduction directly and noninvasively. The facial nerve is excited transcranially by magnetic stimuli, and the resultant orbicularis oris CMAP is recorded. Conventional electrical stimulation of the facial nerve at the stylomastoid foramen produces a CMAP of similar amplitude and configuration, but shorter latency. If the latency of the electrical response is subtracted from the latency of the magnetic response, a measurement of proximal facial nerve conduction is obtained. The exact site of facial nerve excitation during magnetic stimulation is difficult to determine. Uncertainty over the precise site of stimulation has been noted with magnetic stimulation of both central and peripheral neural structures.13 14 However, reasonable conclusions can be drawn from the available data.
To begin with, it seems certain that the response to magnetic stimulation is due to lower motor neuron rather than supranuclear excitation. Magnetic stimulation of central motor tracts is characterised by variability of CMAP waveforms with successive identical stimuli and facilitation of the response with voluntary contraction.13 Neither of these features was present Evaluation ofproximal facial nerve conduction by transcranial magnetic stimulation with magnetic facial stimulation. The mean CMAP amplitude elicited by intracranial magnetic facial nerve stimulation (1.4 SD 05 mV) was only 10% less than that elicited by peripheral electrical stimulation (1 6 SD 0 6 mV). This decrease in amplitude is much less than has been previously noted when central motor tracts have been stimulated magnetically.'0 As will be discussed below, the mean latency of 5 1 ms following magnetic stimulation to the onset of the orbicularis oris CMAP is best explained by a peripheral stimulation site.
Our measurements of proximal facial nerve conduction following magnetic stimulation are comparable with results of intraoperative electrical facial nerve stimulation. M0ller and Jannetta stimulated the facial nerve at the root entry zone with a needle electrode in seven patients with hemifacial spasm and found a mean latency of 4-65 ms to orbicularis oculi.5 Again using needle stimulation of the facial nerve at the root entry zone, the same authors reported a mean latency of 4 9 ms to the orbicularis oculi and 5-3 ms to mentalis in four patients with hemifacial spasm.15 These data are consistent with our finding of a mean latency of 5-1 ms to orbicularis oris following magnetic stimulation, and suggest that magnetic stimulation excites the facial nerve directly in its proximal course.
Attempts to localise the precise facial nerve stimulation site by inference from latency determinations prove difficult. A latency of only 0 3 ms separates the facial nerve root entry zone from its entry through the porus acousticus.16 In view of the variation in latencies to orbicularis oris in healthy controls following magnetic stimulation, one cannot even be sure that the facial nerve stimulation site is identical in all subjects. With this in mind, a cautious interpretation is appropriate. The most that can be concluded from latency data alone is that magnetic stimulation of the facial nerve occurs between the root entry zone and the beginning of the facial canal.
We found the mean latency between facial nerve magnetic stimulation transcranially and electrical stimulation near the stylomastoid foramen to be 13 ms. Knowing the length of the facial nerve to be approximately 60 mm from the root entry zone to the stylomastoid foramen,'7 a proximal facial nerve conduction velocity of 46 m/s can be calculated. If, however, the facial nerve is actually stimulated at its entrance into the facial canal, a conduction velocity of 26 m/s over the 30mm segment to the stylomastoid foramen can be calculated. Both 
